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Multiple carpometacarpal dislocations are rare.1–4,6–10,14–16,19
Divergent carpometacarpal dislocations are even rarer.1,2,4,10,17
The second most common joint dislocated in adults is the elbow,
which accounts for 20% of all dislocations. There is posterolateral
displacement in most cases.11,13 We report an unusual case of
combination of all three: divergent carpometacarpal joints
dislocations, distal radius fracture, and posterior elbowdislocation.
As far as we are aware, this has never been reported before in the
literature.
Case report
A 35-year-old male fell off a speeding scooter after a collision.
He presented in the emergency department with pain in the left
elbow, left wrist and left hand. The vital signs were stable. Physical
examination revealed a swollen hand andmarked deformity of the
elbow. No distal neurovascular deﬁcit was recorded in the injured
extremity. Initial radiographs showed a posterior dislocation of
elbow, a distal radius fracture, and a divergent fracture dislocation
of the carpometacarpal joints of all four ﬁngers (Fig. 1) with palmar
displacement of the index and middle, dorsal displacement of the
ring and little ﬁnger, a comminuted fracture of the fourth
metacarpal base, a divergence between the fourth and ﬁfth
metacarpals (Fig. 2), and a non-displaced fracture of the ﬁrst
metacarpal. The same day, under regional anaesthesia, closed
reduction was attempted. The elbow dislocation was easily
reduced and post-reduction X-rays showed satisfactory reduction
with no associated fractures (Fig. 3). Fixation of the distal radius
fracture was accomplished with percutaneous Kirschner wires
under radiographic guidance. Closed reduction of the carpometa-
carpal dislocations was easily accomplished by gentle linear
traction and direct pressure over the dislocated metacarpal bases.* Corresponding author. Tel.: +212 61561490.
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across the carpometacarpal joints (Fig. 4) under radiographic
guidance. An above elbow plaster splint with the wrist in neutral
position was applied. The elbow mobilization was started from 2
weeks after reduction, and active physiotherapy of the ﬁngers wasFig. 1. Divergent carpometacarpal joints dislocations, distal radius fracture, and
posterior elbow dislocation. Anteroposterior and lateral views.
Fig. 2. A distal radius fracture, and a divergent fracture dislocation of the carpometacarpal joints of all four ﬁngers with palmar displacement of the index and middle, dorsal
displacement of the ring and little ﬁnger, a comminuted fracture of the fourth metacarpal base, a divergence between the fourth and ﬁfth metacarpals, and a non-displaced
fracture of the ﬁrst metacarpal.
Fig. 3. Elbow dislocation status post reduction.
Fig. 4. Postoperative posteroan
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wires were removed. A removable volar splint was used for 2
weeks to facilitate hand therapy. At the last follow-up examination
(1 year after the injury) the patient had complete ﬁnger, wrist, and
elbow movements. He had no pain while performing routine
preinjury activities. Grip strength was 80% of the contralateral
dominant hand and there was no functional limitation.
Discussion
Multiple carpometacarpal dislocations are rare.1–4,6–10,14–17,19
Divergent carpometacarpal dislocations are even rarer, with only a
few documented cases,1,2,4,10,17 resulting from either automobile
accidents or falls from a height. An association with a distal radius
fracture and a posterior elbow dislocation has never been reported
before. Such an injury complex needs absolutely a highlyterior and lateral X-rays.
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injury. A signiﬁcant force is usually necessary to disrupt the
carpometacarpal joints and most dislocations occur due to
avulsion fractures of the involved bones.5,12 Shorbe demonstrated
that carpometacarpal dislocations were not possible unless both
the anterior and posterior ligaments are ruptured.16Waugh opined
that these dislocations are a result of direct force applied to the
bases ofmetacarpals and the resulting palmar or dorsal dislocation
was determined by the direction of the force.18 Gunther and Bruno
suspected a rotatory mechanism with the hand ﬁrmly ﬁxed and
forces causing the carpus to rotate on a ﬁxed metacarpal base.4
Initial physical examination is very important, to seek a
neurovascular deﬁcit, especially when we have multiple disloca-
tions like our case. No neurovascular deﬁcit was recorded in the
injured extremity in our patient.
Most clinicians dealing with this problem highly recommend
open reduction and internal ﬁxation of carpometacarpal disloca-
tions, as this ensures anatomical reduction.5,7,10,12 Advanced
imaging modalities help delineate the injury components better
and in planning appropriate operative treatment. It is not
necessary to stabilize all of the metacarpals. Hartwig believed
that the base of themiddlemetacarpal is the key to reduction of the
remaining metacarpals.6 The avulsed fragments of metacarpal
bases and carpal bones adherent to the capsule fall into place
following open reduction.12 The hand requires protection for 6
weeks and wires are usually removed between 10 and 12
weeks.10,12 In our patient, a plaster splint was applied for 6 weeks,
and wires were removed after 8 weeks. The functional prognosis of
the injured extremity depends of the carpometacarpal fracture
dislocation. Dislocation of the elbow had generally an excellent
functional prognosis when there is not an associated fracture of the
elbow.
Conclusion
A combination of divergent carpometacarpal joints disloca-
tions, distal radius fracture, and posterior elbow dislocation is an
uncommon injury. There are various clinical signs and radio-graphic features that are useful to aid diagnosis. Initiating
appropriate treatment early will help improve the functional
outcome of the injured extremity.
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